B EFORE THE ADVENT of constant monitoring of the electrocardiogram and intensive coronary care, ventricular tachycardia was thought to occur rarely in acute myocardial infarction and was invariably associated with a grave prognosis.1-3 In a review of arrhythmias in acute myocardial infarction, Master and associates3 mentioned "the rarity of ventricular tachycardia in coronary artery thrombosis." But recent investigations have shown that ventricular tachycardia occurs rather commonly and is perhaps the most frequently observed disturbance in rhythm in the immediate postinfarction period.4-7 Most of these episodes were not detected previously because they were transient and usually not obvious clinically. The This investigation was supported by Grant G-106-64, National Heart Institute, National Institutes of Health, U. S. Public Health Service.
Circulation, Volume XXXVII, February 1968 Intensive coronary care rhythm have been reported in the course of acute myocardial infarction. The first has a gradual onset usually during sinus bradyeardia or the slow phase of sinus arrhythmia; its rate is relatively slow, 60 to 100/min, and its duration is brief, 6 to 30 beats. The second ectopic ventricular rhythm has a more rapid rate and is usually initiated abruptly by a premature beat that interrupts the preceding T wave. The latter form, called "paroxysmal ventricular tachycardia (PVT)," is often sustained and may progress to fatal ventricular fibrillation.
The slower form of ectopic ventricular rhythm has been observed in 36 of 100 consecutive patients with acute myocardial infarction monitored by a relay telemetric system.9' 10 At first this mechanism was called ".nonparoxysmal ventricular tachycardia"l" because it was similar to the nonparoxysmal A-V nodal tachycardia originally described by Pick and Figure 1 These strips demonstrate three runs of IVR in a 54-year-old man with acute inferior myocardial infarction. They were recorded with a bipolar chest lead during the early morning hours of the first hospital day with the patient asleep. Note the marked sinus arrhythmia in strips A and B with IVR initiated by a ventricular fusion beat in A and a slightly premature ventricular beat in B. In strip C the rates of the sinus mechanism and the IVR are nearly identical giving rise to 11 successive fusion beats, QRS complexes five to 15. W~~~~~~~~~~~~~~~~~~ftt.E tS gS gS Figure 2 The strips represent a conttinuous recording in a 48-year-old man with acute inferior infarction. Note the alternating dominance of the sinus arrhythmia and the IVR and the similarity of the rates. The first run of IVR is introduced by a fusion beat and the second by a slightly premature ventricular beat. Alternating dominance of the heart by sinus arrhythmia and IVR is commonly seen in the immediate postinfarction period. figure 3 shows a slow ectopic ventricular rhythm which is similar to that of our tracings. Unlike our series, the slow ectopic ventricular rhythm occurred more commonly in anterior myocardial infarction and in patients with higher mean SGOT levels. Their figure 6 purports to demonstrate suppression of slow ventricular rhythm by intravenous diphenylhydantoin therapy. We are somewhat dubious about this result because of the frequency of spontaneous termination of this mechanism.
Spann and co-workers7 noted ventricular tachycardia in 15 of 30 patients with acute myocardial infarction whom they monitored for an average of 52 hours. Eleven had ventricular tachycardia with a rate in excess of 100, while four had a "slower ectopic ventricular rhythm" with a rate of 60 to 100/ min. Most were transient and clinically unapparent and were absent on restudy 3 Kurland and Pressman20 documented ventricular tachycardia in 25% of their patients monitored for 1 to 3 weeks. Their figure 2 shows a ventricular mechanism in which the onset occurred after slowing of the supraventricular rhythm and in which the rate was only slightly in excess of the latter.
Ventricular tachycardia was documented in 22 of 150 patients studied by Goble and coworkers6 and was the most common arrhythmia in this series. Others have concurred in this high incidence, but details regarding rate and mechanism are not available.2'
The mechanism of production of IVR 
